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ﬁ AGENCY INFORMATION +

Home » Divisions » Claims Main Page

CONTACT INFO

Ruby Tate, Claims Manager
Melissa Smith, Ombudsman

Phoenix Office:

800 W, Washington St
Phoenix, AZ 85007
Phone: (602) 542-4601

Tucson Office:
2675 Last Broadway

Tucson, AZ 85716

DIVISIONS ~ NEWS AND EVENTS

RESOURCES FOR «

Claims Division

HOW DO |

ONLINE SERVICES +

PAYMENT PORTAL

Serving the workers' compensation community by processing claims efficiently and effectively.

WORKERS' COMPENSATION
INFORMATION

CLAIMS RESOURCES

ICA COMMUNITY

Phone: (520) 628 5181

FAX : (602} 542-2373

General Questions:

Clalms@azica.gov

Workers' Compensation for the Injured Worker
Employers’ Frequently Asked Questions about
Workers' Compensation

Gradusl Injury

Independent Medical Evaluations

Permonent Impalrment or Loss of Earning Capacity
Loss of Job

Uninsured Employers

Vocational Rehabilitation (*Voc Rehab®)
Suspension of m Claim

Exposure to Bodily Fluids

Visit our Wek

https://wv

zica.gov/div

Average Monthly Wage Statutory Maximum
Workers' Compensation Coverage Verification
Table of Authorized Self-insured Employers
Table of Authorized Self-nsured Employers That
Direct Medicol Care

Clalms Division Annual Processing Statistics

ission Ombud

Present Value Tables

Comr

* |CA Community
* Join ICA Community
* Community Instructions and Resources

1s/claims-di




Claims Division does...

Issue legal Claim Notifications new claims to the carrier to accept or deny within 21 days

Maintains the official Claims File, provides access upon request via Community or physical
copies

Reviews and issues awards related to Facial Scarring, Change of Doctors, Leave the State,
Guardian ad Litem, Average Monthly Wage, Loss of Earning Capacity Awards, Bad Faith and
Unfair Claims Handling, Petition for Rearrangement, etc.

Review and approve referrals to ALJ for request for hearings and 1061(J).
Audits notices to ensure they are legally compliant, including 104, 106, 107, etc.
Hosts Monthly Out of State Adjuster training and post-test and annual claims seminar

Ombudsman assistance for complex questions or issues for all parties (cannot give legal advice
but can provide applicable laws).

Has specialized staff available via email and phone in Claims, LEC, Average Monthly Wage,
Ombudsman, Insurance matching for notifications issues or change/combine/delete questions.




The role of the Claims Division...

We are here to help all interested parties to a claim.

If you don’t hear from us, the adjuster is following industry
best practices!

oThe adjuster is accepting the claim with a legally compliant 104 instead of waiting to
be notified. We generally do not notify if the claim has already been accepted.

oThe adjuster are issuing a 108 with complete & correct calculations and appropriate
104. Claims Division issues a 109

olf the claim closes with permanent impairment, you’ve established the wage and
provided all appropriate closing notices & medical reports.

THANK YOU TO the SUPERSTARS FOLLOWING THESE BEST PRACTICES!
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The Beginning

HOW A CLAIM IS NOTIFIED
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Workers Report of
Injury - 407/

Will generate notification when
submitted with signature of the
Injured Wo

WORKER'S REPORT OF INJURY
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Notification

21 CALENDAR DAYS TO ACCEPT OR DENY THE CLAIM
INSURANCE MATCHING COMPLETED




THE INDUSTRIAL COMMISSION OF ARIZONA

NOTIFICATION OF WORKERS COMPENSATION CLAIMS

08/01/2019

Carrier 21
Calendar

BDEWS

You are hereby notified of the following claim(s):

Employer Claimant Name/Address | Social Date of Policy ICA Claim
Name/Address Security Injury Number Number
Number

Employer

The first installment of compensation is to be paid or right to compensation denied not later than twenty-one (21) days
after 08/01/2019, the date of this written notification, pursuant to A.R.S. 23-1061 and 23-1062. Request for deletions or
corrections for claims on this list must be provided to the Commission by separate letter.




ATTENTION: DELETECOMBINE fac (B02) 8423373

ICANOttcon Dae
ICA Clam Numbar

Name of Imured worker

Dae of Irury: Sodd seourky number

REQUESTNG DELETION OF NOTIFICATION FOR THE FOLLOWING REASON(S):

Com bi ne B Delete _____ Nocoverage for this Inaured
N Otifi Catio n PoRcY & Esplred/Cancalled on:

Something wrong? Correction

Wi balleve the cornect Insrance carier Is

Duplcate netification (se2 below)

needed? i
DUPLICATE NOTFICATION: Plaass combine the above The vith the Me baow:
Common Issues: ICA Notification Date
. ICA Clam Namber
Wrong spelling N
Wrong employer GRE R,
REQUESTNG THE FOLLOVING CHANGE(S) AND/OR CORRECTION (8)
Wrong insured Name of Inurea worker
Dae of Inury.

Wrong date of injury

Socid sscunty number

Othes:
If request is denied by the FRON: (Cafer o 13)
Commission, payer must issue
notice accepting or denying the ETTT .

claim.




What happens if you
deny after 21 days?

23-1061(M) PENALTIES

THE CARRIER SHALL PAY IMMEDIATELY COMPENSATION AS IF THE
CLAIM WERE ACCEPTED, FROM THE DATE THE CARRIER IS NOTIFIED...




When is 15t compensation due on a
Temporary Disability Claim?

WITHIN 21 DAYS FROM ICA NOTIFICATION DATE




How to Accept or Deny
a Claim




Claim Processes

Adjuster issues notices to interested parties to provide
notification of changes in the status and protest periods.

Copies go to all interested parties
Injured Worker (or attorney)
Employer
Insurance Company
Industrial Commission of Arizona

Optional & Recommended: Medical Provider




Notice of Claim Status - 104

Changes in claim status
require the adjuster to
Issue appropriate notice to
ALL interested parties.

(15 [ 4 B

00

[ L]

104 is used for MOST
status changes.

I I 0 O
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11 Ogwer

Denying a claim

RECOMMENDED LANGUAGE FOR #11 FOR APPLICABLE SCENARIOS

|

° NO COVERAGE ON DATE OF INJURY/WRONG CARRIER OF THE EMPLOYER

e NOT OUR INSURED

DENIED AFTER 21 DAYS, COMMENT: PAYING PENALTY BENEFITS PER 23-1061(M)

NOT OK: NOT THE TPA. WORK WITH YOUR CARRIER TO DIRECT THE MAIL
TO CORRECT TPA SO A DECISION CAN BE MADE TIMELY.




MEDICAL ONLY

1. Claim is accepred
, Claim i3 denled

3. No tevporary compensation paid because the claimant has not currently sustained a wmporary disability entitiement sttributabile
to this Injury bevond seven consecutive days

]

0 X[OX

4, Huclosed check for § for period of through , Seven days deducted | disability s less than 14
calendar days Payment has Seen made based an 66 % percent of the wage of § based on the following:

D A Sututory minimum or estimated monthily wage panding determination of Average Monthly Wage within 30 days

D B Averags monthly wage at time of injwy (we atached calculation), subject w final determination by the Industrial
Cemmilssion of Arlzctia within 20 days

[

5. Retum to light duty effective . PerARS §23-10840A) and A RS §23-1062(D) benefits are payatile at least monthiy
Retum to regular duty effective

. Temporary compensation and active medical tregtment terminated on because claimant was discharged

0o

7, Injury resulted in no permanent disavility,

Time Loss

1. Claim i3 accapted
, Claim s denied,

3. No temporary compensaton pald because the clalmant has net currently sustained s wmp orery disability entitiement attributable
to this injury bevond seven consecutive days

X OOX

4 Enclosed check for § for period of through . Seven days deducted if ¢
calendar days, Payment has Seen made based on 66 % percent of the wage of § based on the fo

m A Sumtory minimum or estimated monthly wage pending determination of Average Monthly Wage w

11

#1 Solicit
m B, Average monthly wage at time of injwy (we attached calculation), subject
Cemmission of Arlzona within 20 days Rea son:

5, Retum to light duty effective , PerARS §23- 104408 ard AR S §23-1082(D) bene .
— \ 108 without a

Fetum to regular duty effective
6, Temporary compensation and sctive medical treatment terminated on because cla 104 4 B .

a0 o

7. Injury resulted in no permanent disability,




Temporary Total
Disability (TTD)
VS.

Temporary Partial

Disability (TPD)

TTD — No Work

7 day waiting period, retroactive to the first day
on the 14t day

Payable every 14 days.

Includes Dependent benefit of $25.00 (legal
spouse or children).

Accepting a claim witha 1 & 4 (a or b) is assumed
to be off work. Changing to TPD requires a 104 #5.

TPD — Light Duty
7 day waiting period applies & retroactive effect
applies.
Able to take credit for earnings & unemployment
Payable every 30 days
Dependent benefit does not apply

Accepting a claim witha 1 & 4 (a or b) is assumed
to be off work. TPD requires a 104 #5.



L] 5 Retum tolight duty effecive RT'W Date. per ARS. §23-1044(A) and AR S. §23-1062(D) benefits are payable at
least monthly.

Retum to regular duty effective RTW Date.

Change of work status

* MUST INCLUDE SUPPORTING MEDICAL RECORD




Claim Closure

DISCHARGE FROM ACTIVE CARE




6. Temporary compensation and achve medical treatment terminated on TeMination Date

because claimant was diecharged.

7. Injury resulted in no permanent disability.

. Injury resulted in permanent disability. Amount of permanent benefits, 1f any, and supportive medical mmnt e
benefits. if any, will be autheonzed by separate Notice.

Q. Pention to Reopen accepted.

10. Petition to Reopen denied.

11. omer VIO or Medical Only

xXUO Ox X

because claimant was discharged.

7. Injury resulted in no permanent disability.

. Injury resulted in permanent disability. Amount of permanent benefits, if any, and supportive medical maintenance
benefito, if any, will be authorized by separate Notice.

X

Temporary compensation and active medical treatment terminated on Termination Date

6, Temporary compensation and active medical treatment terminated on Termination Date

because claimant way discharged
. Injury resulted in no permanent disability.

8. Injury resulted in permanent disability. Amount of permanent benefits, if any, and supportive medical maintenance
benefite, if any, will be authorized by separate Notice.

NN

XO X

erminating Active Bene

Medical Only

Does not require

supporting
medical

documents

Without
Permanent
Impairment

With
Permanent
Impairment

Does require
supporting
medical
documents




advise the date of your next appointment.

If we do not hear from you within 20 days, we
will proceed to close your claim. Please
complete and sign as indicated below.

I am in need of further treatment. The date

———————

of my next appointment is:

Administrative Closure Option




Double Duty Notices

1. Cham msaccgted
2. Cham isdamd
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Other important rule for notices!

R5-20-118(A)

o A change in a claimant’s status in an accepted claim cannot have a retroactive effect more than 30 days.

*This subsection does not apply if the acceptance is not final, a subsequent notice that
affects death benefits, and the Commission can relieve a carrier or self-insured employer
from a strict application of this subsection for good cause.




Supportive
Medical
Maintenance
Benefits

Form 103
Note NEW FORM!

Be specific!

NOTICE OF SUPPORTIVE

Cantier on Self Dasnt o) Name andd Add v

Anthactred Third Pty Admtatirater (TFA) N su Addewn

Clubmaint's Nasar snd Lddie

MEDICAL MAINTENANCE BENEFITS

1CA Clum No

UPPORTIVE MEDICAL MAINTENANCY BENEFITS ARY

FORTH BELOW WHILE THE NEED FOR SUCH SUPPORTTY

supportrve Medical Mamenance

Treating Ployvicioss

Duration of Suppomyve M

Fenuce

IF CONIITION WORSE ACTIVE MEDIC AL

COMMISSION. ARSN 2

MAILED ON

Cogy » Bdininal Contmruoce of Ao

NOTIE TO CLAIVANT: 1 you o med ageow wilh s NOTICT o w00 hare the Camanboiban lonretigate anel poview the boafin poerbled s NOTICE
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Change of Doctors

ONLY LIMITED SELF-INSURED MAY DIRECT CARE
PAYER CAN DIRECT CARE 1 TIME & REQUEST IME FROM TIME TO TIME

ADJUSTER CAN AUTHORIZE WITHOUT GOING THROUGH ICA
YES WE WANT YOUR OPINION




Change of Doctors

THE INDUSTRIAL COMMISSION OF ARIZONA
CLAIMS DIVISION

FO. DX 19909
FHOEMX. AMLIOMA, 8200270

INJURED WORKER (First, Last)

REQUEST TO

1CA CLAIMSE

CHANGE DOCTORS ~ DATE OF INJURY

CARRER CLANM ¢
SOCIAL SEQURITY ¢

PLEASE MAKE SURE TO PROVIDE THE COMPLETE NAME, ADDRESS AND TELPHONE NUMBER OF BOTH
DOCTORS IN THE SPACE PROVIDED BELOW, FAILURE TO PROVIDE THIS INFORMATION MAY CAUSE A DELAY
IN PROCESSING. IN ADDITION, MAKE SURE THE DOCTOR YOU ARE REQUESTING TO CHANGE YO IS WILLING
TO PROVIDE YOU WWTH MEDICAL CARE UNDER YOUR INDUSTIUAL CLAIM, YOU MUSY SIGN THIS REQUEST,

REASON FOR REQUESTING CHANGE OF DOCTORS

OM: DOCTOR'S COMPLETE NAME, ADDRESE
&—' AND TELEPHONE NUMSER

Dvedars Naows

Adareas

Cay ot Dp Coe
PHONE @

v INJUREED WORKER'S SIGNATURE

Submitier Emal Address

INJURED WORKER Addass City

TO:! ROCTOR'S COMPLETE NAME. ADDRESS
—_—t AND TELEPHONE NLIMBER

Ductor’s Marm

o Stew 2ip Cocw

DATE

Sate Zgp Code INJURED WORKER Phonw @

BEFORE THE INDUSTRIAL COMMISSION OF ARIZONA
PO, BOX 174
PROENTX, ARIZONA §SKS

Aspicam,  CA Case Nec
V< Carrier Claim Nec

Date of Injury:

FINDINGS AND AWARD REGARDING
CHANGE OF DOCTORS

Clatrn ICA 012 1-Rew 07.01,13

Apphicins sustemed 2 compensshie mpery by accadess snemg ow of =d i e cowse of employmens

=

Appiicant Sas been sader the care of for S ey

On 3 writes reges was fied with s Commsson St e spplicant be ponmtied © change ©
AWARD

As anthorized by ARS. 23-1071 the request for appiicant o cemse = approsed ciecive =

o

If you do net agree with this award 3nd wish 2 hearing, thes vour written request for bearing
must be received in either office of The Indusirial Commission of Arizens within TEN (18) DAYS
from the date of this award 9 ARS 23-541 and 23-%47. IF NO SUCH REQUEST FOR
HEARING IS RECEIVED WITHIN TEAT TEN (1) DAY PERIOD, THIS AWARD IS FINAL.

Dstzd at Phoeany, Arzons The Indesral Comsmssion of Anzone

By:




Request to Leave the State

UNDER ACTIVE BENEFITS, THE INJURED WORKER MUST REQUEST
APPROVAL TO LEAVE THE STATE IF ABSENT MORE THAN 14 DAYS.

NOT REQUIRED IF CLAIM IS CLOSED




REQUEST TO INJURED WORKER (Firs!, Lasi)
LEAVE THE STATE  |cacrame
DATE OF INJURY:
CARRIER CLAIM #:
SOCIAL SECURITY #

PLEASE, BEFORE MAILING MAKE SURE THAT THE FORM IS FILLED OUT COMPLETELY INCLUDING YOUR
SIGNATURE THIS WILL HELP US PROCESS YOUR REQUEST MORE EFFICIENTLY.

REASCN FOR REQUESTING TO LEAVE THE STATE

LEAVING ON: RETURNING ON:
OUT OF STATE ADDRESS ATTENDING PHYSICLAN

Prrgscian Naern

Mddress Mvess

Ciy S Tplom Gy Stie  ZpCods

PHONE #. PHONE #:

v INJURED WORKER'S SIGNATURE DATE

Subrnitter Emal Address

WAURED WORKER Address City State  2p Cods INJURED WORKER Phene # -

' "
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BEFORE THE INDUSTRIAL COMMISSION OF ARIZONA
P.0. BOX 19070
PHOENIX, ARIZONA 85005

Applicant]  ICA Case No:
VS. Carrier Claim No:

Date of Injury:

Defendant Employer,

FINDINGS AND AWARD REGARDING
LEAVE THE STATE

Defendant Insurance Carrier

FINDINGS
Applicant sustained a compensable injury by accident arising out of and in the course of employment on DATE.

On DATE a written request was filed with the Commission for the #pplicant to Jeave the State of Arizonz
indefinitely to reside in CITY AND STATE.

AWARD
As authorized by AR.S. 23-1071 the request for applicant to leave the State of Arzona, while urder the care of 2
qualified physician, is approved, effective s of DATE.

‘The carrier shall not be lisble for the payment of medical expenses m relation to the injury of DATE during
applicant’s shsence from the State of Arizona in excess of that provided by the Arizona Medical Fee Schedule or
as approved by the carrier,

The applicant shall return to the State of Arizona once 2 year if directed by the carrier, The carrier shall pey, in
advance, reasonable travel coets inchiding transpartation, food, lodging and loss of pay.

If you do not agree with this award and wish a hearing, then your written request for hearing must be
received in either office of The Industrial Commission of Arizona within TEN (10) DAYS from the date of
this award parsuant to A.RS. 23941 and 23-947, IF NO SUCH REQUEST FOR HEARING IS
RECEIVED WITHIN THAT TEN (10) DAY PERIOD, THIS AWARD IS FINAL.

Dated at Phoenix, Arizona The Industrial Commission of Arizona

DATE By:

— dpecial Assistant




Suspension of Benefits

FORM 105




NOTICE OF SUSPENSION OF BENEFITS

Camier or Self-Insured Name and Address ICA Claim No.

Soc. Sec. No.

Authonzed Third Party Admimstrator Name and Address Carrier Claim No.

Employer

Clammant’s Name and Address Address

Date Injured

All compensation and medical payment benefits suspended by the above-named insurance carrier effective because claimant.

. D 1. Left the State of Anzona without the written approval of the Industrial Commission of Arizona

[

Refused to submit to obstructed a medical examimnation.

O

: D 3. Failed 10 submit a required annuad report of income

Siljauag sulpuadsns

— D All compensation benefits suspended by the abovenamed insurance carrier effective because cinimant is incarcerated.  Medical
benefits will continse. Any court=ordered child support payments are 10 continue

*Incarcerated? Indemnity benefits only are
suspended. Child Support Continues

Mailed On: By

Copy 10 Industrial Commission of Arizona {Authorized Representative) Tel #:

NOTICE TO CLAIMANT: If you do not agree with this NOTICE and wish a bearing on the matter, your written Request for Hearing must be received at either office of
the Industrial Commission listed below within NINETY (90) DAYS after the date of mailing of this Notice, pursuant to AR.S. 23941 and 23.947. IF NO SUCH
APPLICATION IS RECEIVED WITHIN THAT NINETY DAY PERIOD, THIS NOTICE IS FINAL,




ANNARALL S e VLA e et ) was e T

6. Temporary compensation and active medical freatiment terminated on because claimant was discharged.

. Imjury resulted in no permancnt disability.

8. Imjury resulted in permanent disability. Amount of pamancnl benefils, if any, and supportive medical maintenance benefits,
any, will be authorized by separate Notice,

9. Petition to Reopen accepted

03 N 5 Y

10. Petition to Reopen denied

# Xl |, one Benefits reinstated effective MM/DD/YYYY

MAILED ON: BY:

{Authorized Representative) Tel. #

Copy to: Industrial Commission of Arizona
The insurance carmer/employer will, upon request, provide claimant a copy of the medical report to support Findings 5, 6. 7 or 8.

When compliant with terms of suspension

Reinstate Benefits




Petition to Reopen

LIFETIME RIGHT TO PETITION TO REOPEN A CLAIM FOR ACTIVE BENEFITS*

*UNLESS SETTLED FULL & FINAL




PTR Form

Injured worker (or representative)
returns signed, dated with medical
supporting the request.

INDUSTRIAL COMMISSION OF ARIZONA

IMPORTANT: This completed form must bs fiad at an Industrial Cammissicn of PETITION TO REOPEN BASED ON NEW. ADDITIONAL OR
Asizona (ICA) office. (See addresses below.) The form mast be panied by a

curmont medical report supporting the recpening of the dlaim. PREVIOUSLY UNDISCOVERED DISABILITY OR CONDITION

Copies of the Arizona Workers' Compensation Laws and Arizona Warkers' Comgansation Practice and Procedure and inforration sbout 1he ICA claims and hearing
process are available at the ICA offices and through the 1CA web-site locsted at: www.ica state.az.us

Soclal Security No. *

Injured Worker
V8. Date of Injury:

Defendant Employer ICA Claim No,:

Ins. Carrier Claim No.:

Defendant Insurance Carrier

Reopening is requested based on the new, additional or previously undiscovered disability or condition listed below related to this claim:

1. Check one of the following:

D Attached is & medical report to support this Petition to Reopen

or
|:] Dr will subrmit @ report to support this Petition to Reopen,

2. The following physicians have examined or treated me within the past two years for the conditions listed:

DOCTOR'S NAME ADDRESS CONDITION AND DATE OF TREATMENT

3. | have worked for the following employers within the past two years,

NAME ADDRESS JOB DESCRIPTION

1 have read this Petiticn to Reopen and the information contained is frue and correct to the best of my knowiedge.

Signature of parson or the parson's P g i ing is REQUIRED. o -
Address Telephone No.
City State Zip
Phosnlc: Industrial Commission of Arizona Tucson Industrial Commission of Arlzona
Mailing address: P.O. Box 19070 Street Ad : BOOW. i Street Offica: 267% E. Broadway

Phoenix, Arizona 850059070 Phoenix, Asizona 85007.2022 Tucson, Arizona 85716-5342

® The mardalory Mgaiermast B the sodel security netmber b ncuded it 1oms §1od Wit e Clyimes Dvision or Spacial Fusd Divison of the hiduatriel Commssion of Ai2008 is poiniiod Dy Socton TRZNE) of he Federal
Privacy Azt of TOT4, because e Commreshan’s fome, pregcrided under he Conmisson’s Rules n adelsnce grior 1o Jansary 1, 175, recubed divciodure of the soclal sedudty sumter. The nuirber is used a8 o means of
adandtyng ml the vieson % I I Clakres Opdsion or Spacial Fund partairing ndvou. The use of cocal 3acutly rumbars iy made recaesary bacause of e lirge numder of paisons who have simier names ond
i Sabes, 303 whoas Teiles can ooy te divtingahad By B SO sooriy

MEDICAL AUTHORIZATION
By this madicsl auhorization or reproduction, | authonze and roquest each pivysician and parson in e medical or reladed fieids and each hoapltal, clno, estabishment or place rendens
me any madical or relsted sanvice to slicw The Industriel Commession of Atons or ity auihoed tepeisentalive, mry empioyer or 45 Insurance camer and each person and phrysician
appointed by them to have, axamice sndoe oopy sny end all iformation, reeends and Xorays, regaccing my phiysical condison and freaiment

Signature of parson of the person's i Cato

Addrans Telaphane No,

City State Zip




THE INDUSTRIAL COMMISSION OF ARIZONA

CLAIMS DIVISION
DALE L. SCHULTZ, CHAIRMAN P.0. BOX 10070
JOSEPH M. HENNELLY, JR., VICE CHAIR FHOENUX, ARIZONA 25005
SCOTT P. LeMARR, MEMBER
ROBIN 5. ORCHARD, MEMBER N
STEVEN J. KRENZEL, MEMBER Claims Division;,  (802) 542-4681

o . . ; . (602) 542-3373
N Ot | 'ﬁ C at | O n JAMES ASHLEY, DIRECTOR DATE s o P 55

21 Days to accept or deny CARRIFR NAME

CARRIER ADDRESS

1061(M) Penalty benefits are
payable if denied late

Accept or Deny on 104 NOTIFICATION OF PETITION TO REOPEN

Re:  Injured Worker:
ICA Case No:
Date of Injury:
Employer:
Carrier Claim No:

Altached is a copy of the Petition to Reopen filed on

You are required to inform this Commission and the injured worker of your acceptance or denial of the petition
within TWENTY-ONE DAYS from the date of this notification in accordance with A.R.S. 23-1061-1.

D G P @ Benpre gl
l] 19, Pk e Bonp ol

11 om Paying penalty benefits pursuant to AR.S, § 23.1061(M)

MAILED O »w

The Claims Division
Compliance Section
(Maion o Begvwmnnns Tel s

Cworie ladm n) Cown i ol & cmm

T ans nee vus vl vonghare w0 woma opae  orw cabe dasmmer & vog s of L eioodd oo @ spow Fasfam 2.8 Tl

wormeupyeof Petition to Reopen
Copy of medical report

Copy: CLAIMANT




|CA Solicitation

REQUEST TO CORRECT A NOTICE ISSUED

GOOD FAITH LEGAL OBLIGATION TO RESPOND TIMELY
DO: RESPOND OR UPLOAD A RESPONSE

DO: INCLUDE A ICA CLAIM #

DO NOT: IF YOU GET A 2NP SOLICIT....




THE INDUSTRIAL COMMISSION OF ARIZONA

CLAIMS DIVISION
DALE L. SCHULTZ, CHAIRMAN P.0. BOX 10070
JOSEPH M. HENNELLY, JR., VICE CHAIR PHOENLX, ARIZONA 85005
SCOTT P. LaMARR, MEMBER
ROBIN 5. ORCHARD, MEMBER DATE
STEVEN J. KRENZEL, MEMBER Chiins Division: (602) 542.4661
JAMES ASHLEY, DIRECTCR Cladms Divisks Fax  (802) 542-3373
CARRIER NAME
CARRIER ADDRESS
Re: Injured Warker:
ICA Cuse No:
Date of Ingury:
Emploves:
Carrier Claim No,

REFER TO ITEM(S) CHECKED BELOW. YOUR RESPONSE IS REQUIRED WITHIN 14 DAYS, R
WITH YOUR REPLY., FAILURE TO RESPOND WITHIN 14 DAYS COULD RESULT IN
PURSUING AN ALLEGATION OF BAD FAITH,

0000000 O0ooooono

Issue amended NCS to inclade authorized signature,

Issue Amended NCS to include date on which NCS was issuod.
Issue amended NCS checking $INTL) or 84 {TL). 11 time Joss, be sure w0 provide wage cakoulation sheet (| 08)

Issuo amended NCS checking #5 and provide the retum to work date.

Essue amended NCS checking 96 and provide date of weminatson of besefits,

Issue amended NCS checking 27 (na perm.) or #8 (perm.). If permaneal, be sume to issue Notice of Permasent Disability (106 or 107),
Issoe Notice of Permanent Disability (106 or 107).

Issue amended |06, Notice should rewd % Imp o the
Puyment shoukd be made ot % of the AMW for ths, Total ofaward is §

[ssue amended 107, Check box ¥
You are requesting apportionment pursuant to A, RS, 23-1065(B), Pleasc submit copies of 106 for the prior injary.
Iszae Nabice of Supportive Medical Maintenance Benefits,

I55ue ded NCS termiastion/n o work date cam nod exeeed 30 days prior 1o the date the NCS was mailed, (See R20-5-118A,)

ARS, 23-106IM violation. Issue NCS either nccepting or denying the claim, [ time-bost cluim, set out penalty benefits,
Submit medica! documentation 1o support Notioe ssued on
Other:

Respond within 14 DAYS!

The Claims Division



29 \Warning

Dear Insurance Company,

Attached 1s a copy of a solicitation letter for which the Commission has received no response. Please review your
records and provide a response or if a notice or response was sent, please provide a copy. Please remember in order to
amend a notice you must issue a new notice.

To file your response upload a copy of the solicitation letter and your response as one document and select the Doc Type
‘Returned Solicit” or ‘Returned Wage Solicit’, whichever one applies, using the Industrial Commission of Arizona
Community Portal at https://azicawc.force.com/claims/s/. If you have not yet registered you will be required to do so in
order to upload your response.

Please be advised that if we do not receive a response to the solicitation letter within fourteen (14) calendar days from the
date of this letter, the Industrial Commission will conduct a bad faith investigation on our own motion pursuant to A.R.S.
§23-930(C) and R20-5-163(B)(3) which could result in a $1000.00 civil penalty per violation. If you have any questions
please do not hesitate to contact me.

Respond

within 14

DAYS!




Bad Faith Allegations

COMES NOW the Industrial Commission of Arizona, and on its own motion under A.R.S. Section §23-930 (A) alleges that
Indemnity Ins Company of North America has committed bad faith and/or unfair claim processing practices in the handling

of the above workers compensation claim and incorporated herein by reference. The specific actions which violate A.A.C.
R20-5-163 are as follows:

Pursuant to A.A.C. Sec. R20-5-163, your response to these allegations is required in this office within thirty (30)
days.

This constitutes the Industrial Commission’s Notice of investigation and, if appropriate thereafter the Commission will
order penalty benefits under the provisions of A.R.S. §23-930.

[ have this date mailed a copy of this notice to the person or entity named in the complaint.

THE INDUSTRIAL COMMISSION OF ARIZONA

Respond
within 30
DAYS!




Changing a notice

AMEND: TO CHANGE
RESCIND: TO REVOKE OR CANCEL




Amending a 104

3. Novapamry canpen o prid beamte the chammt et not axratly anmned a tenpormy ditability et em et starbutsb
ot gurybeyad v cortective days.

4 Exbeddedkin$ forpeicd of through . Sevent Ayt dedxted §Adnbilty 11 bt fun 14
caladdar Gyt Pagmers huet beerumade bated o 66 55 percert of fewsze of § bated onthe followngs

D A Stetutorym dimm or ¢imstedm adhlyweg pendirg determastion of Jeereg Mathly Wege withim 30 days.

D B ww“g & tme i;:jxy(he sttadued calularion) Sibject 1 frel dtem e on by the bvlorial

5. Retimn to Bgit doty effectame Por ARS. @23 14 A mad AR S. §5 W06 D) berefits me paywbie ot kast morfily,
Rt to regpiler Aaty offective

O Oo0g

by 16, YYYY  tecmse chimmt Corrected Info

Original

Notice Date 7, d Auppative medial mazmersee bowfis,

oser Amending NCS of 08/1I§YYYY by changing date on #6 above to
comply with Rule R20-5-118. Actual date of discharge wz Statement Correcting Info

(Fufioried Repretntative) Tel N

de damete copyof the medical mpatto suppat Finding: 5.6 7or 8.




Our most common reasons for
Solicitations

Mail notice on ‘Mailed On’ date and/or full name of
adjuster.

Attach supporting documentation when changing

the claim status (include ICA Claim#)
o Closing for active benefits
o Release to light duty work from no work

o Release to regular work from light duty
o Supporting Documentation is not required on Medical Only/No
Time Loss claims




Our most common reasons for
Solicitations, part 2

A 108 without a 104 with 4B checked

A Permanent Impairment Claim (usually with no time loss) Facial, Scheduled or Unscheduled
claim without setting the average monthly wage

Not issuing an 104 Accepting the claim for benefits when notified

o We did not get the original, nor did we get a reply to solicitations because adjuster assumes we got the
original (hint: we do not issue follow up solicits if we knowingly have a response)

o Different Dates of Injury
o Difficult investigations, employers not participating
o Delays in Carrier/TPA communications

Effective date cannot be greater than 30 days prior (Rule 5-20-118)
A toll-free number must be listed when processing is outside of Arizona

Notice issued by a TPA/Insurance group must list Self-Insured Employer or Insurance Company




We can Help!

Call: 602-542-4661

Email: Claims @azica.gov

| HAVE A SPECIAL
SET OF SKILLS.




Questions?

THANK YOU FOR JOINING US!




